Study objective-The aim was to report on the extent to which death certificates which specify that death occurred in hospital can be matched and linked with routine hospital inpatient information systems.
District health authorities routinely receive death certificates for all deaths of residents of their district from the Registrar of Births and Deaths. However, data from these have not generally been added to clinical records or to hospital information systems such as patient administration systems, hospital activity analysis, or the hospital episode system. The linkage of death certificates to hospital information systems has considerable potential value to clinicians, research workers, and hospital administration.' It would enable patients' files to be closed at death, improve administration of the medical records function, and preclude such administrative mishaps as sending follow up appointments to people who have died. It A death in hospital should be recorded both on the abstract of the hospital admission record (eg, the hospital episode system) by means ofa disposal code indicating death, and on the death certificate which, on the same date, should specify the hospital in which death occurred. We therefore selected records on which the death certificate and/or the hospital disposal code indicated death in hospital. We investigated, first, the proportion of deaths in hospital as indicated by the disposal code on the inpatient discharge record which matched to a death certificate; and, secondly, the proportion of deaths in hospital as indicated by the place of death code on the death certificate which matched to a hospital discharge record. In this investigation a "match" for the event in which death occurred was first defined narrowly to include pairs of records for which the hospital discharge record and the death certificate gave the same date and hospital at the time of death. Next, a "match" was defined more broadly to allow a discrepancy in dates of death of up to three days and to allow for differences between the types of record in the specification of the hospital. Following this, an investigation was undertaken of possible reasons 
